
Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/go/acrreader. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.


HFS 3701K (R-3-08)
State of Illinois Seal
State of Illinois
Department of Healthcare and Family Services
Power Mobility Devices and Custom Manual Wheelchairs
PHYSICIAN'S FORM
(Physician Also To Sign PT/OT Evaluation / Order Form 3701H Information Must be Complete & Legible)
The Patient Needs:
(99 = Lifetime)
Medical Necessity Must Be Documented For Each Item Ordered On Form 3701H (Brief Narrative Description)
Describe Patient's Disabilities That Require Mobility Equipment: 
Patient's Potential For Improvement: 
 
I the undersigned certify that the above information is true, that this patient requires the ordered equipment/accessories because of his/her documented medical condition(s), and that the use of the equipment is not for the patient's convenience but is medically necessary for mobility.
 
I also certify with my signature that I have reviewed all information provided by the evaluating Physiatrist / Physical/Occupational Therapist and CRTS and concur with the recommendations/order documented on HFS Form 3701H.
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